A 55-year-old Japanese man was admitted to our hospital with severe weakness. 
Introduction

Primary aldosteronism is a disorder typically characterized by resistant hypertension, hypokalemia and metabolic alkalosis, associated with suppressed plasma renin activity and excessive aldosterone production (1). It is essential to detect primary aldosteronism, because this disorder is a potentially curable cause of hypertension, especially when it is caused by an adrenal adenoma. With the introduction of the ratio of the plasma aldosterone concentration to the plasma renin activity (the ratio of PAC to PRA; ARR) as a screening test, it has been found that primary aldosteronism is not such a rare cause of hypertension (2-5). A true estimation of the prevalence of this disorder is difficult, because its detection is dependent on the physician's level of awareness of this disorder
. Here, we present a case of primary aldosteronism presenting with severe rhabdomyolysis due to profound hypokalemia.
Case Report
A 55-year-old Japanese man had a history of hypertension for five years (10) (11) (12) . The patient was treated successfully by laparoscopic left adrenalectomy. The histology of the resected specimen was consistent with functioning adrenal adenoma (Fig. 4) and the patient was diagnosed as having suffered from an aldosterone-producing adenoma. After the operation, the patient's symptoms improved, the plasma aldosterone concentration and plasma renin activity reverted to normal, and the serum potassium levels also returned to and remained normal. His blood pressure also became nearly normal.
T a b l e 1 . L a b o r a t o r y Da t a o n Ad mi s s i o n T a b l e 2 . E n d o c r i n e Da t a
I -a d o s t e r o l s c i n t i g r a p h y s h o we d a n i n c r e a s e d u p t a k e o f t h e t r a c e r i n t h e l e f t a d r e n a l g l a n d ( a r r o w) .
F i g u r e 3 . P l a s ma a l d o s t e r o n e ( n g / d L ) a n d c o r t i s o l ( μ g / d L ) c o n c e n t r a t i o n s we r e me a s u r e d b e f o r e a n d 3 0 mi n u t e s a f t e r ACT H ( 2 5 0 μ g ) s t i mu l a t i o n . T h e r e s u l t s o f t h e a d r e n a l v e n o u s s a mp l i n g s t r o n g l y s u g g e s t e d t h e p r e s e n c e o f t h e p r o mi n e n t e x c e s s o f a l d o s t e r o n e f r o m t h e l e f t a d r e n a l g l a n d . adrenal veins, we also took into account the ratio of aldosterone/cortisol (A/C) on the left side to that on the right side after ACTH stimulation (the A/C ratio), which was 18.3 (>3.0). Additionally, we calculated the levels of A/C ratio of the left and the right adrenal vein after ACTH stimulation divided by the A/C ratio of IVC after ACTH stimulation (0.3 and 5.4, respectively). All these results strongly suggest the presence of prominent excess of aldosterone from the left adrenal gland in this case
Discussion
Despite the history of repeated episodes of limb weakness suggestive of hypokalemia-induced rhabdomyolysis or hypokalemic paralysis, the present patient had been diagnosed as having essential hypertension and was never screened for secondary hypertension until his admission. Two weeks prior to admission, he had been started on a diuretic to achieve better blood pressure control. We consider that the initiation of the diuretic aggravated the hypokalemia, eventually causing severe rhabdomyolysis in our case. Thus, this case illustrates the importance of determining the serum electrolyte concentrations, in particular, the serum potassium concentration, prior to the initiation of diuretic therapy in hypertensive patients. The introduction of ARR as a screening test has led to an increase in the detection rate of primary aldosteronism, and it has been reported that primary aldosteronism may not be
F i g u r e 4 . T h e l i g h t -mi c r o s c o p i c o b s e r v a t i o n r e v e a l e d t h a t t h e r e s e c t e d s p e c i me n wa s h i s t o p a t h o l o g i c a l l y c o n s i s t e n t wi t h t h e d i a g n o s i s o f a d e n o ma ( a r r o w) .
T a b l e 3 . S u mma r y f o r Ca s e Re p o r t s o f P r i ma r y Al d o s t e r o n i s m As s o c i a t e d wi t h Hy p o k a l e mi a -i nd u c e d Rh a b d o my o l y s i s
I n f o r ma t i o n wa s o b t a i n e d f r o m a b s t r a c t s o r a r t i c l e s i n J a p a n e s e . On l y f i r s t a u t h o r s a r e l i s t e d , a n d a n a b s t r a c t f o r No . 5 a n d a n a r t i c l e f o r No . 6 a r e c i t e d i n t h e r e f e r e n c e s . Ab s t r a c t s f o r No . 1 -4 c a n b e f o u n d i n t h e we b s i t e o f t h e J a p a n e s e S o c i e t y o f I n t e r n a l Me d i c i n e ( h t t p s : / / www. n a i k a . o r . j p ) , wh i c h r e q u i r e s I D a n d p a s s wo r d t o l o g i n . Ab b r e v i a t i o n : C P K, c r e a t i n i n e p h o s p h o k i n a s e . such a rare cause of hypertension (2) (3) (4) (5) Table 3 (17, 18 (22, (28) (29) (30) (31) . Although 
